Since that time the left ear was discharging at intervals. Four years ago foul odor was noticed, the hearing impaired gradually and the patient became recently very dizzy and suffered from intermittent headaches and loss of appetite. The patient, otherwise healthy in appearance, is physically somewhat depressed and shows a rather slow cerebration.
The left drum membrane is totally destroyed, the promontory covered by unhealthy granulations.' From the attic protrudes a whitish, grayish mass which upon microscopic examination proves to be cholesteatoma. Cl not perceived, C~only a few seconds. Rinne negative. Weber to the diseased side, Schwabach considerably shortened. Whispered and conversation voice not heard. Warm water and rotatory nystagmus on the left ear are combined with severe dizziness and lasts thirty seconds. Temperature, 98 F.; pulse, 70. The mastoid bone, in the antrum region, is very tender to touch.
Diagnosis.-Chronic middle ear suppuration with involvement of the mastoid bone and possibly of the brain.
Radical mastoid operation was advised and performed by myself on June 10, 1915, at the Philanthropine Hospital. Almost the entire mastoid cavity was filled out by cholesteato-*Presented before the Section on Otology, New York Academy of Medicine, April -12, 1918, matous masses and necrotic granulation tissue. This pathologic process encroached also upon the tegmen tympani, which had to be removed, and the dura was exposed to the extent of one centimeter. It was found to be normal upon inspection and touch. The radical operation was performed in the regular way, with the exception that the posterior wound was left partially open for drainage,' on account of the exposure of the dura.
The patient apparently made an uneventful recovery, was regularly dressed and was dismissed from the hospital June 2,\ 1915, two weeks after the operation.
The following day, while at home, the patient became chilly, dizzy and vomited. The next day she became convulsive on the right side of her body and soon afterwards paralyzed on the entire right side, including the face, and lost her speech.
The patient was found by myself in a condition of drowsiness. There was total motor and sensory aphasia, right sided hemiplegia and facial paralysis combined with hemianesthesia. Temperature, 96 F.; pulse, 48. The eye background showed bilateral optic neuritis, the pupils were unequal, the left one dilated and sluggishly reacting. Quite some photophobia was noticeable. The patient was very dizzy towards the affected side and there was marked sensitiveness upon percussion of the squama. Lumbar puncture showed a clear cerebrospinal fluid, with decreased lymphocytes and albumen. No microorganisms. The diagnosis of left sided temporosphenoidal abscess was made and immediate exploration of the brain advised.
The operation was performed on June 28th, at a sanatorium, Dr. Wittenberg assisting. The radical mastoid wound was reopened and the dura exposed further, starting from the tegmen tympani and antri upwards towards the squama. The bone covering the dura was removed by means of rongeur forceps, in a curved line around the meatus ext., to the extent of two centimeters. At the lower aspect in the region of the tegmen, the dura did not show any changes. Even in the region of the squama, after exposing quite a part of the dura, no discoloration was seen, nor was the dura at any part covered by exudate or granulations. According to Korner's observation, the brain abscess is near the place of aural infection. Consequently, the dura was incised in the region of the tegmen and the abscess searched for by introducing the brain knife upward and inward three centimeters. No pus was struck. The same negative result was obtained when the knife was directed in an upward and anterior direction.
The dura was then exposed and incised in the squama region, about one and one-half centimeters above the upper canal wall, and the brain explored. When directed towards the superior temporal gyrus, inspissated cheesy material, together with brain sloughs, were evacuated. A forceps was introduced closed and opened within the abscess cavity to induce freer drainage. The cavity was then irrigated by means of warm physiologic salt solution and inspected by means of a long Killian speculum. The cavity was found to be rather large and surrounded by thick walls. Iodoform gauze, onehalf inch wide, was then introduced by means of the speculum, and a slender forceps to the bottom of the cavity, and the latter loosely packed, the drain emerging from above the mastoid wound. The mastoid wound was partially closed and drained from below.
•The patient the next day was in excellent mood, talkative, or at least tried to talk, for she could only mumble, and was very joyous. The dressing was changed first every day and then every second day. Immense quantities of decayed brain tissue were evacuating continually. An extensive hernia of brain tissue occurred. After the sloughing off of the hernia, the brain was retained in position by means of an aseptic paraffin net (surglets). The exposed brain portion gradually sloughed away and, with the use of scarlet ointment, became covered by epithelium.
The recovery of her speech occurred in a most interesting way. She had to be taught like a baby. Her understanding of the spoken word gradually improved, while the motor power to pronounce it showed only one year after the operation considerable progress. At the present time, three years after the operation, the patient talks almost normally, only the letter T and L being somewhat mispronounced. Under the influence of massage and electricity, she regained gradually the muscular power of the paralyzed right extremities and is now able to walk eight blocks on a stretch, to do housework and make herself useful. The facial paralysis has entirely disappeared.
On October 4, 1918, Dr. Neustadacter, upon neurologic examination, found the following condition:
Reflexes: Abdominal, patellar, achilles markedly exaggerated on the right side. The pupils were unequal and react sluggishly to the light but well to accommodation. There is some clonus in the right foot and Babinski. phenomenon in the same foot is present, and also the Oppenheim reflex.
Motor disturbances: There is a spastic hemiplegia on the right side of the body with athetosis in the right hand. The tongue deviates to the" right. Speech: Signs of previous motor and sensory (auditory) aphasia. Cranial nerve disturbances: Dea fness in the left ear, double postneuritic atrophy, more marked in the left eye. Sensory disturbances: Right hemihyperesthesia and complete astereognosis in the right hand.
rn conclusion, I wish to call attention to the following outstanding features of the case:
We have apparently to deal with a chronic temporal abscess caused by chronic middle ear suppuration with cholesteatoma. When the patient was first seen, the abscess was in the socalled latent stage. The subjective symptoms were: dizziness, headaches, lack of appetite, depression and slow cerebration.
At the radical operation the exposed dura was found to be normal. Over two weeks afterwards the manifest symptoms of the brain abscess became evident. These symptoms may be subdivided, according to von Bergmann, into general symptoms, general brain and brain pressure symptoms and local brain symptoms. At the second operation, the dura did not show pathologic changes, no fistula, granulation or exudate, pointing to an extension by contiguitaten from the middle ear process towards the deeper brain tissues. The abscess was located at the upper temporal convolution quite away from the middle car focus. The infection therefore was an indirect one, either by means of the lymphatics, the sheaths of the arteries or the nerves or, according to. Komer, by extension of thrombophlebitis in the pial vessels. The abscess was first attacked from the logical port of entrance, the tegmen tympani. When exploration from this point did not reveal pus the dura was exposed higher up into the squama, with the intention of attacking the abscess from the squama region, and with the idea of having enough decompression to alleviate the pressure symptoms, in case the abscess could not be reached from the squama region.
Prolapse of brain tissue is no untoward complication. It may be easily overcome by appropriate measures.
The crossed convulsions, hemiplegia, hemianesthesia, facial paralysis, also the motor and sensory aphasia, are not caused by the extension of the abscess cavity to the respective foci within the cortex-due to pressure action upon the motor and sensory nerve fibers within the capsula interna, as Dencker assumes, but to the (emote action of the increased intracranial pressure upon and of the inflammatory reaction around the cortical centers within the anterior posterior central and the inferior frontal gyri.
Exploration of the brain in the latent stage of brain abscess is only indicated when the dura, upon local inspection, shows suspicious changes. In the manifest stage, the brain must be explored, even in the presence of apparently normal condition of the exposed dura. The exploration logically has to start from the region of the tegmen tympani, and only in case of negative result a place remote from the aural focus. 64 E. Ninety-first Street.
